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CEREBRAL  SYPHILIS  AND  SOME  OF  ITS 
MENTAL  ASPECTS. 


BY  ARTHUR  E.  MINK,  M.D. 


The  complicated  manifestations  of  brain  syphilis, 
when  given  their  proper  interpretation,  are  of  the 
utmost  value  to  the  student  of  scientific  medicine. 
Nature,  working  in  her  own  laboratory  with  its  mar- 
velously delicate  adjustments  and  contrivances,  is 
continually  performing  a series  of  brain  experiments 
which  infinitely  surpass  those  performed  by  man  with 
his  crude  and  clumsy  technique. 

The  syphilitic  neoplasms  are  of  such  an  ephemeral 
character,  coming  and  going,  here  today  and  there 
tomorrow;  that  they  frequently  give  us  the  opportu- 
nity to  study  in  one  and  the  same  case  all  of  the 
kaleidoscopic  and  complicating  phenomena  of  focal 
and  diffuse,  destroying  or  discharging  lesions,  pres- 
ent simultaneously  or  successively.  It  is  just  this  lack 
of  order,  this  protean  appearance  and  disappearance, 
which  is  characteristic  of  the  phenomena  of  cerebral 
syphilis.  So  we  may  meet  with  cases  which  up  to  a 
certain  time  have  shown  signs  of  focal  involvement 
only,  and  then  develop  suddenly  symptoms  of  syphilitic 
melancholia,  hallucinatory  insanity  or  dementia;  or, 
on  the  other  hand,  we  may  meet  with  cases  which 
have  shown  for  a long  time  only  the  mental  phases  of 
cerebral  syphilis,  suddenly  develop  hemiplegia  and 
ataxic  aphasia  in  an  apoplectiform  attack.  Again,  we 
meet  with  cases  in  which  the  history  and  examina- 
tion show  the  presence  of  focal  and  diffuse,  destroy- 
ing and  discharging  lesions  side  by  side  and  compli- 
cating each  other.  The  lesions  of  cerebral  syphilis 
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are  either  osteal,  meningeal  or  cerebral,  but  only  those 
tissues  of  mesoblastic  origin  are  involved  per  se  by 
the  luetic  process. 

When  the  bones  of  the  cranium  are  affected,  we 
either  find  a simple  sclerotic  or  gummatous  perios- 
titis. There  may  be  a gummatous  osteomyelitis  and 
the  infiammatory  atrophy  of  Virchow  (caries  sicca). 
When  the  dura  is  involved  we  have  to  deal  with  a 
pachymeningitis  externa  or  interna  combined  with  a 
gummatous  meningitis.  The  gummata  occupy  by 
preference  the  processes  of  the  dura.  More  usually 
gummata  are  found  in  the  subarachnoideal  space. 
They  are  whitish-red,  grayish  or  grayish-red  masses. 
They  are  diffused  or  circumscribed,  but  are  never 
sharply  demarcated  from  the  neighboring  brain  sub- 
stance, which  is  usually  in  a state  of  white  or  red 
softening.  They  undergo  caseation  from  the  center 
to  the  periphery,  slowly  becoming  changed  into  yel- 
lowish masses.  On  the  convexity  of  the  brain  they 
cause  adherence  of  the  meninges  to  each  other  and 
to  the  softened  brain  tissue.  At  the  base  adhesions 
are  rarer,  and  usually  instead  of  gummata  we  find  a 
gelatinous  grayish  exudate,  similar  in  extent  and 
appearance  to  that  of  a tuberculous  meningitis.  If 
the  syphilomatous  mass  is  absorbed  there  is  left  a 
thickened  cicatrix.  It  is  rarely  or  never  that  we 
find  gummata  in  the  brain  substance  proper  without 
any  anatomic  connection  with  the  meninges.  We 
often  meet  with  diffuse  encephalitis,  more  particularly 
of  the  cerebral  cortex. 

One  of  the  most  important  lesions  of  cerebral  syph- 
ilis, one  that  does  most  damage  to  the  circulation 
and  nutrition  of  the  brain,  is  that  form  of  endarter- 
itis  first  described  by  Huebner,  which  involves 
largely  the  endothelium  of  the  interna  along  with 
an  exudate  of  leucocytes  from  the  vasa  nutritia.  which 
together  form  a new  growth,  ultimately  obliterating 
the  lumen  of  the  vessel  affected.  Those  of  the 
base  are  usually  involved  and  especially  the  arteries 
of  the  fossa  of  Sylvius  and  corpus  callosum.  Soften- 
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ings  are  naturally  produced  in  the  areas  supplied  by 
these  obliterated  arteries.  This  more  particularly  is 
found  in  the  nucleus  lenticularis  and  caudatns.  The 
cranial  nerves  are  also  often  affected  through  the 
shrinking  of  basilar  exudates. 

It  is  claimed  by  some  authors  that  no  definite 
lesions  can  be  found  postmortem  in  some  cases  of 
cerebral  syphilis.  There  may  be  some  truth  in  this 
and  we  think  it  is  especially  so  of  those  cases  of  brain 
disturbance  which  sometimes  occur  in  the  earlier 
stages  of  the  disease.  The  writer  recalls  two  cases  of 
syphilitic  coma  occurring  before  and  during  the  first 
cutaneous  manifestations,  which  can  only  be  explained 
by  assumj.ng  the  presence  of  cerebral  intoxication, 
due  to  intensity  of  infection.  Broadly  speaking,  we 
can  say  that  that  there  is  a certain  relation  between 
the  location  of  the  lesions  and  the  resultant  symp- 
toms produced  by  them.  So  can  a gummatous  lepto- 
or  pachy- meningitis  produce  symptoms  of  cortical 
irritation,  especially  of  epilepsy,  often  accompanied 
by  mental  disturbance.  Occlusion  of  the  larger  arteries 
often  produces  the  characteristic  symptoms  of  syphi- 
litic coma  or  symptoms  due  to  thrombotic  ischemia  of 
cortical  or  subcortical  areas,  such  as  brachial  or  crural 
monoplegia,  facial  palsy,  amnesic  or  ataxic  apha- 
sia, etc. 

A gummatous  basilar  meningitis  gives  us  an  inter- 
esting mixture  of  cranial  nerve  palsies,  accompanied 
by  hemiplegia.  Alternating  hemiplegia  of  the  ocular 
type  accompanied  by  ptosis  is  very  common  in  basilar 
syphilis.  In  fact,  ocular  palsies  are  so  common  in 
cerebral  syphilis  that  Ricord  used  to  say:  “Un  par- 
alysie  oculaire  c’est  en  quelque  sorte  la  signature  de 
la  v6role  sur  Voeuil  d’un  malade.’'  Many  endeavors 
have  been  made  to  properly  classify  the  syndromes 
characteristic  of  brain  syphilis.  Huebner  in  his 
classic  article,  divides  them  into  the  following  forms : 
Psychical  disturbances  with  epilepsy,  incomplete  par- 
alyses (seldom  of  the  cranial  nerves)  and  a final 
comatose  condition  of  short  duration;  genuine 
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apoplectic  attacks  with  succeeding  hemiplegia,  in 
connection  with  peculiar  somnolent  condition  occur- 
ring in  often  repeated  periods  and  generally  at  the 
same  time  paralyses  of  the  cerebral  nerves.  Lastly, 
he  distinguishes  forms  with  a course  similar  to  that 
of  paretic  dementia. 

Fournier  distinguishes  six  different  forms:  1,  the 
cephalalgic;  2,  the  congestive;  3,  the  epileptic;  4,  the 
aphasic;  5,  the  mental;  6,  the  paralytic.  These  clas- 
sifications have  both  performed  splendid  service  in 
the  study  of  cerebral  syphilis;  but  we  believe  that 
cerebral  patholgy  has  advanced  sufficiently  to  show 
the  relations  between  certain  definite  lesions,  their 
location  and  extent  and  the  symptoms  produced  by 
them.  So  we  adopt  the  following  classification:  1. 
Syphilis  of  the  base.  2.  Syphilis  of  the  vertex.  3.  Syph- 
ilitic endarteritis,  which  can  be  either  basilar  or  ver- 
tical in  situation.  4.  Mixed  forms,  being  both  basilar 
and  vertical  in  location  and  consisting  usually  of  both 
specific  endarteritis  and  meningitis.  5.  Meningo- 
encephalitis corticalis  syphilitica.  There  are  cer- 
tain general  symptoms  common  to  nearly  all  varieties 
of  brain  syphilis.  Headache,  especially  in  the  earlier 
stages,  is  one  of  them.  It  is  dull  and  diffuse  and  is 
worse  at  night  in  some  cases.  Sometimes  it  is  referred 
to  the  vault,  at  others  to  the  base  of  the  cranium. 
This  is  soon  followed  by  insomnia,  doubtless  due  to 
the  continued  pain.  Vertigo  develops  in  many  cases 
and  may  be  complicated  with  nausea  and  vomiting. 
These  patients  are  morose  and  irritable.  In  cases 
where  a'  syphilitic  endarteritis  predominates,  the 
patient  is  just  in  the  opposite  condition.  He  is 
drowsy  or  even  stuporous,  going  to  bed  early  and 
staying  late;  those  working  at  sedentary  occupations 
falling  asleep  at  their  work.  In  some  cases  this  state 
deepens  into  a veritable  coma  (Buzzard’s  syphilitic 
coma)  where  the  patient  can  only  be  aroused  by  ener- 
getic shaking,  answers  a few  questions  in  monosylla- 
bles and  on  being  left  alone  sinks  again  into  a deep 
stupor.  In  some  cases  the  patient  is  unable  to  attend 
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to  the^  most  pressing  demands  of  nature,  such  as  mic- 
turition, defecation,  etc.  The  countenance  of  the 
patient  often  shows  a stupid  or  expressionless  aspect, 
owing  to  the  obliteration  of  the  characteristic  lines  of 
facial  expression.  In  many  cases  of  cerebral  syphilis 
we  have  found  pronounced  cardiac  and  gastro- intes- 
tinal irritability  and  a condition  of  vasomotor  paresis 
of  the  cutaneous  arterioles.  These  were  especially 
pronounced  in  cases  where  there  were  signs  of  cortical 
involvement. 

It  is  known  that  gummatous  meningitis  more  fre- 
quently involves  the  base  than  any  other  part  of  the 
brain.  The  gelatinous  exudate  is  more  frequent  about 
the  optic  chiasm,  the  interpeduncular  space,  pons  and 
oblongata,  obscuring  and  enveloping  cranial  nerve 
roots.  They  become  infiltrated  with  the  exudate  and 
often  the  vessels  supplying  their  nuclei  become  af- 
fected, thus  producing  a thrombosis  and  softening  of 
them.  The  cranial  nerve  palsies  of  brain  syphilis 
are  numerous,  but  the  optic  and  ocular  nerves  are 
especially  involved.  It  is  therefore  common  to  meet 
with  ptosis,  unequal  pupils,  strabismus,  etc.,  as  a 
result  of  the  involvement  of  the  third  nerve.  Involve- 
ment of  the  optic  nerves  produces  contractions  and 
irregularities  of  the  visual  field. 

There  may  be  a bi-temporal  hemianopsia  due  to 
involvement  of  the  chiasm,  or  a lateral  or  homony- 
mous hemianopsia  may  be  present.  In  100  cases  of 
brain  syphilis,  Uhthoff  found  the  oculomotor  involved 
34  times,  the  abducens  16  times,  the  patheticus  5 
times  and  the  trigeminus  14  times.  Pupillary  dis- 
turbances are  found,  such  as  the  Argyll- Robertson 
pupil,  loss  of  both  light  and  convergence  reflex  and 
the  hemiopio  pupillary  reaction.  Optic  neuritis  of 
the  acute  type  is  often  present.  Blindness  is  present 
in  some  oases  due  to  excessive  pressure  upon  the  optic 
tract.  Neuralgic  pains  are  met  with  in  the  trigeminus 
area  or  anesthesia  or  hyperesthesia  may  possibly  occur. 

Loss  of  smell  or  hallucinations  of  smell,  and  loss  of 
taste  or  hallucinations  of  taste,  occur  from  pressure 
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upon  the  olfactory  or  gustatory  nerves,  or  irritation  of 
their  cortical  areas  by  pressure  of  the  specific  exudate, 
at  the  base.  Facial  palsy  may  result  from  involvement 
of  the  facial  nerve.  Deafness  rarely  occurs  from  affec- 
tion of  the  auditorius.  The  roots  of  the  eighth  pair 
of  Willis  are  involved  in  some  rare  cases.  In  many  of 
the  mixed  cases  there  are  symptoms  of  involvement  of 
the  arteries  of  the  base,  due  to  a concomitant  syphilitic 
endarteritis,  especially  of  those  arteries  supplying  the 
basal  ganglia,  the  internal  capsule,  the  motor  areas, 
etc.  These  symptoms  are  most  usually  due  to  throm- 
bosis. The  symptoms  are  very  sudden,  the  hemiple- 
gias and  monoplegias  developing  slowly  without  loss 
of  consciousness.  Another  characteristic  of  palsies 
of  this  kind  is  their  ephemeral  character,  coming  and 
going  as  the  thrombosis  caused  by  the  syphilitic 
endarteritis  increases  or  diminishes.  The  hemiplegia 
of  syphilis  is  usually  accompanied  by  oculomotor 
palsy  of  the  opposite  side.  The  palsies  do  not  occur 
simultaneously;  when  they  do  the  presumption  is  in 
favor  of  a non-specific  palsy  due  to  a peduncular 
hemorrhage.  The  presumption  is  usually  in  favor  of 
syphilis  when  one  attack  of  hemiplegia  is  followed  by 
another  of  the  opposite  side. 

Amnesic  and  ataxic  aphasia  are  often  a complica- 
tion in  these  cases,  and  may  be  due  to  either  arterial 
thrombosis  or  gummata  in  the  sensory  or  motor  speech 
areas.  The  same  may  be  said  of  ataxia  or  agraphia. 
Symptoms  pertaining  to  the  pons  or  medulla  are  often 
due  to  involvement  of  the  basilar  and  vertebral  arte- 
ries. In  syphilis  of  the  vertex  we  have  symptoms 
which  are  the  result  of  cortical  irritation  and  showing 
themselves  as  attacks  of  Jacksonian  epilepsy.  Focal 
symptoms  due  to  involvement  of  sensory  areas,  are 
occasionally  met  with.  An  helter-skelter  collection  of 
symptoms  pointing  to  other  local  or  diffuse,  destroy- 
ing or  discharging  lesions  of  the  cerebral  cortex,  is 
often  met  with  in  cases  of  this  type.  The  epileptic 
attacks  are  often  followed  by  a paresis  of  a leg  or  arm 
or  one-half  of  the  body.  Aphasia  both  of  the  sensory 
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or  motor  types  or  types  of  bradyaphasia  are  of  fre- 
quent occurrence  in  syphilis  of  the  convexity.  In 
many  cases  the  epilepsy  resembles  the  idiopathic  type 
and  simulates  the  types  of  grand  and  petit  mal.  An- 
other peculiarity  characteristic  of  syphilitic  epilepsy 
is  that  it  suddenly  breaks  out  after  middle  life  and  so, 
as  Fournier  says,  when  a patient  past  thirty  years  of 
age  suddenly  develops  epilepsy,  it  is  ninety-nine 
chances  out  of  a hundred  that  it  is  due  to  syphilis. 
Appliquons-nous  a demasquer  Vepilepsie  syphilitique, 
d peine  sera-t-elle  connue  qu’elle  sera  guSrie,  says 
Yvaren,  and  there  is  no  truer  saying  in  medical 
science. 

This  class  of  patients  are  often  morose  or  irritable 
or  even  pronouncedly  melancholic.  They  are,  in  my 
experience,  the  only  syphilitics  who  become  maniacal. 
In  some  cases  we  have  to  deal  with  a marked  distur- 
bance of  ideation,  apperception  and  memory.  The 
patients  sometimes  seem  to  have  their  volition  im- 
paired, suffering  in  a marked  degree  from  abulia. 
When  these  cases  are  untreated  or  improperly  treated, 
the  fits  increase  in  number,  consciousness  becomes 
more  and  more  beclouded  until  the  patient  becomes 
comatose,  involuntarily  evacuating  urine  and  feces, 
respiration  and  pulse  becoming  more  and  more  feeble 
until  finally  death  ensues.  In  this  form  of  brain 
syphilis  as  in  many  others,  we  frequently  find  polydip- 
sia, polyphagia,  mellituria  and  even  hemoglobinuria. 
These  last  symptoms  point  to  involvement  of  the 
bulb.  Nearly  all  cases  of  cerebral  syphilis  are  accom- 
panied by  morbid  mental  phenomena.  The  patient 
may  merely  have  a morbid  fear  of  syphilis  or  he  may 
become  a chronic  hypochondriac  and  imagine  that  he 
is  afflicted  with  a new  disease  every  day.  The  psy- 
choses of  weakness  or  depression  are  the  characteristic 
mental  symptoms  in  these  maladies.  Stuporous  demen- 
tia or  hallucinatory  confusion  are  often  found  in  the 
earlier  stages  of  cerebral  syphilis.  In  the  last  men- 
tioned variety  hallucinations  of  hearing  and  sight  are 
especially  prominent,  particularly  the  former.  The 
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patient  may  imagine  that  he  hears  his  neighbors  and 
the  public  in  general  speaking  about  his  disease,  say- 
ing that  he  is  rotten,  that  he  should  be  shot,  drowned 
or  hung.  He  imagines  that  on  this  account  he  is 
worthless,  that  he  should  be  done  away  with  or  that 
his  family  are  conspiring  to  do  so.  In  some  of  my 
cases  auditory  hallucinations  have  been  among  the 
most  persistent  and  intractable  symptoms.  In  many 
cases  patients  who  were  formerly  very  neat  and  tidy 
became  very  slovenly  and  filthy  in  their  attire  and 
extremely  neglectful  of  all  their  personal  interests. 
In  some  of  my  cases  I have  also  noticed  a peculiar 
weak  and  bleating  tone  of  voice. 

One  of  the  most  characteristic  cerebral  affections 
of  syphilis  is  a diffuse  disease  of  the  cerebral  cortex 
due  to  a meningo-encephalitis,  the  so-called  syphilitic 
dementia.  That  is  to  say  that  most  cases  are  due  to 
this  definite  pathologic  condition.  Nevertheless,  a 
basilar  gummatous  meningitis  or  luetic  endarteritis 
can  undoubtedly  produce  the  same  symptoms  by  con- 
stricting or  occluding  the  cortical  arteries  and  so  pro- 
ducing a diffuse  nutritive  famine  in  the  areas  supplied 
by  them. 

Focal  and  diffuse  symptoms  are  often  inextricably 
mixed.  The  patient  may  have  transitory  attacks  of 
facial,  brachial  or  crural  palsy  mixed  with  motor  or 
sensory  aphasia,  agraphia,  alexia  or  word  blindness, 
and  all  of  these  may  come  or  go  in  a random  way. 
With  these  are  mingled  amnesia,  abulia,  impairment 
of  association  and  lack  of  apperception.  Somnolence 
is  often  present  combined  with  nocturnal  headache, 
made  worse  by  pressure  on  the  skull.  Vertigo  too  is 
often  present.  The  patient’s  capacity  for  exertion  is 
reduced.  He  is  morose  and  irritable.  His  face  has 
a stupid  and  expressionless  aspect.  He  becomes  more 
and  more  melancholic  and  soon  develops  delusions  of 
suspicion,  imagining  that  every  one  knows  and  talks 
about  his  disease.  In  some  cases  suicidal  mania 
develops.  Hallucinations  of  hearing,  taste  and  smell 
are  pronounced.  In  the  wrij;er’s  experience  delusions 
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of  grandeur,  such  as  we  find  in  paretic  dementia,  are 
pronouncedly  absent  in  syphilitic  dementia.  Another 
characteristic  is  what  Erlenmeyer  terms  the  partiality 
of  the  defects.  Musicians  lose  their  nicety  of  touch, 
bookkeepers  their  power  of  calculating  and  artisans 
their  deftness.  Only  certain  mental  functions  are 
harmed  and  others  left  intact.  One  of  my  patients  lost 
his  fluency  in  a foreign  language,  and  his  memory  for 
recent  events  and  his  volition  were  slightly  impaired. 
As  in  nearly  all  forms  of  brain  syphilis,  the  disease 
progresses  by  jumps,  symptoms  appearing  and  disap- 
pearing and  mixing  with  new  ones.  Pathognomonic 
of  brain  syphilis  is  its  course,  especially  in  this  form, 
the  disease  progressing  by  jumps.  Intermissions  occur 
in  which  the  patient  is  in  a state  of  comparative  health 
or  improvement. 

Ocular  palsies  are  frequent  in  many  cases,  as  well 
as  the  Argyll-Robertson  pupil,  mydriasis,  myosis, 
ptosis,  etc.  We  may  have  amblyopia,  optic  neuritis, 
etc.  Apoplectiform  and  epileptiform  attacks  are  com- 
mon. The  delusions  from  which  the  patient  suffers 
are  unsystematized  and  the  disease  frequently  simu- 
lates the  phenomena  of  paretic  dementia,  for  which  it 
is  often  mistaken  by  incompetent  diagnosticians.  It 
can  easily  be  distinguished,  however,  from  paresis  by 
the  absence  of  delusions  of  grandeur  and  by  the  pres- 
ence of  numerous  focal  symptoms  occurring  in  ran- 
dom order.  The  following  phenomena  are  peculiar  to 
both  focal  and  diffuse  forms  of  cerebral  syphilis:  1, 

sudden  shifting  of  symptoms;  2,  the  predominance  of 
cranial  nerve  palsies;  3,  the  multiplicity  of  palsies 
along  with  their  coming  and  going;  4,  the  loss  of  par- 
ticular accomplishments;  5,  the  concomitant  appear- 
ance of  symptoms  due  to  destroying  lesions  of  various 
cortical  areas,  e.  g.,  left  hemiplegia-with  aphasia  or 
brachial  or  crural  monoplegias,  etc.;  6,  the  sudden 
coming  or  going  of  apparently  fatal  symptoms  such 
as  coma,  followed  by  perfectly  lucid  states;  1,  the 
comparatively  rapid  termination  in  dementia.  In  the 
treatment  of  brain  syphilis  there  are  only  two  sheet 
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anchors:  mercury  and  the  iodide.  The  writer  uses 
mercury  in  the  form  of  an  inunction,  rubbing  in  from 
one-half  to  one  dram  daily  for  a period  of  about  three 
weeks.  I intermit  this  treatment  when  salivation 
appears,  which  can  be  greatly  retarded  by  carefully 
cleansing  the  teeth  every  three  hours.  I no  longer 
torture  my  patients  by  giving  them  the  ordinary  iodids 
of  potassium  or  sodium,  for  I have  never  yet  seen  a 
single  patient  who  could  tolerate  the  enormous  doses 
of  these  salts  which  we  find  necessary  to  give  in  cases 
of  nervous  syphilis.  I find  their  administration  to  be 
followed  by  great  anorexia,  headache,  malaise,  diar- 
rhea, coryza,  cutaneous  eruptions,  etc. 

But  the  iodids  are  necessary  in  some  form,  owing  to 
their  destructive  action  upon  luetic  exudates  and  their 
stimulating  action  upon  the  lymphatic  and  glandular 
systems.  So,  for  the  last  three  years  I have  been 
using,  with  most  gratifying  results,  the  excellent 
syrup  of  hydriodic  acid  made  by  Mr.  K.  W.  Grardner 
of  New  York. 

There  is  no  preparation  m.ore  widely  substituted 
than  this  by  unscrupulous  druggists,  but  in  my  expe- 
rience no  other  preparation  has  had  the  same  benefi- 
cial results.  It  agrees  well  with  the  stomach  and  can 
be  given  before  meals,  when  it  can  best  be  absorbed. 
It  can  be  continued  for  a long  time  without  producing 
symptoms  of  iodism  and  yet  is  just  as  efiicacious  as 
the  salts  of  sodium,  potassium,  etc.  Robust  patients 
I am  in  the  habit  of  putting  upon  a spare  diet  in 
order  to  facilitate  destructive  tissue  change.  I also 
have  them  drink  plenty  of  water  and  take  a hot  air  or 
water  bath  in  order  to  increase  the  excretory  functions 
of  the  skin  and  kidneys.  Anemic  or  weak  patients 
are  to  have  a plain  but  nutritious  diet.  The  use  of 
inunctions  should  only  be  resumed  at  the  end  of  two 
or  three  weeks  after  the  appearance  of  stomatitis. 
The  syrup  of  hydriodic  acid  I give  continuously. 
After  a certain  length  of  time  I give  the  patient  a 
tonic  course  of  iron,  strychnin,  arsenic,  quinin,  cod- 
liver  oil  and  hypophosphites  and  mercauro.  Half- 
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wav  measures  are  of  no  avail  in  the  treatment  ef 
brain  syphilis.  Yvaren  has  well  said  that  our  treat- 
ment must  be  as  energetic  as  the  disease.  ^ The  physi- 
cian should  first  make  sure  of  his  diagnosis,  then  map 
out  his  line  of  treatment  and  stick  to  it  with  bull- dog 
pertinacity.  Pursued  in  such  a manner  as  this,  no 
disease  can  give  more  gratifying  results  in  its  treat- 
ment, than  brain  syphilis. 


